IDAHO DEPARTMENT OF
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FAX: (208) 364-1888
E-mall {sb@dhw.idahogoy

August 17, 2012

Carissa Bulletts, Administrator
Friends and Family Living Center
185 Constellations Road

Idaho Falls, ID 83402

License #: RC-977

Dear Ms. Bulletts:

On June 7, 2012, a Fire Life Safety Survey was conducted at Friends & Family Living Center. Asa
resuit of that survey, deficient practices were found. The deficiencies were cited at the following level:

o Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office is accepting your submitted evidence of resolution.

Should you have questions, please contact Tom Mroz, Health Facility Surveyor, Facility Fire Safety and
Construction Program, at (208) 334-6626.

Sincerely,

TOM MRO%/\

Health Facility Surveyor
Facility Fire Safety & Construction Program

TM/j

c: Mark Grimes, Supervisor, Facility Fire Safety & Construction Program
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June 13,2012

Carissa Bulletts, Administrator
Friends & Family Living Center
185 Constellations Rd

Idaho Falls, ID 83402

Dear Ms. Bulletis:

On June 7, 2012, a Fire Life Safety Survey was conducted at Friends & Family Living Center -
Tierragold Assisted Living Center, Llc. The facility was found to be providing a safe environment for
its residents.

The enclosed form, stating no core issue deficiencies were cited during the survey, is for your records
only and need not be returned.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference. The completed punch list form and
accompanying cvidence of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submiited
to this office by July 7, 2012.

Should you have any questions about our visit, please contact me at (208) 334-6626.
Sincerely,

Nt =

MARK P. GRIMES

Supervisor

Facility Fire Safety & Construction Program
MPG/j

Enclosure
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